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Abstract
Objectives: To report rates of perinatal mental health screening from 2000 to 2017 and investigate factors
associated with not being screened both antenatally and postnatally more recently (2013–2017).
Methods: A longitudinal community-based study of self-reported perinatal mental health screening with a
national sample of 7,566 mothers from the Australian Longitudinal Study on Women's Health reporting on
9,384 children. The main outcome measure was whether mothers were asked about their emotional
wellbeing by a health professional, including completing a questionnaire. Results: From 2000 to 2017, the
percentage of women not screened decreased from 40.6% to 1.7%. The percentage of women screened
both antenatally and postnatally increased from 21.3% to 79.3%. From 2013 to 2017, women who were
older (aOR, 0.65; 95%CI, 0.52–0.81) or had reported emotional distress (aOR, 0.77; 95%CI, 0.60–0.99)
were less likely to have been screened both antenatally and postnatally. Conclusions: Despite
improvements, perinatal mental health screening is not yet universal. One-in-five women are not screened
both antenatally and postnatally, including women in high-risk populations such as those who have
reported emotional distress. Implications for public health: Women are in regular contact with health
professionals in the perinatal period. This opportunity to detect women at risk of perinatal mental health
issues is too important to be missed.
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MENTAL HEALTH

How rates of perinatal mental health screening
in Australia have changed over time and which
women are missing out
Katrina M. Moss,1 Nicole Reilly,2,3 Annette J. Dobson,1 Deborah Loxton,2 Leigh Tooth,1 Gita D. Mishra1

M

aternal mental health issues are
common in the perinatal period
(during pregnancy and the first
postnatal year), with up to 20% of women
reporting anxiety, depression or stress.1
Antenatally, maternal mental health issues
are associated with poorer birth outcomes
such as premature birth and low birth
weight2 and may affect the foetus, potentially
impacting future development.3 Antenatal
mental health is also one of the strongest
predictors of postnatal mental health,4 with
symptoms likely to continue for up to 70%
of women.1 Postnatally, maternal mental
health issues are associated with poorer child
development due to effects on parenting
practices,5 impaired attachment between
mother and child6 and reduced physical
care such as attending fewer child health
checkups.7 Additionally, maternal perinatal
mental health issues have a high cost to the
economy. In Australia, the productivity loss
and healthcare costs related to maternal and
paternal perinatal depression were estimated
at almost half a billion dollars in 20128 and
the cost of not treating perinatal depression
and anxiety was estimated at $538 million in
2013.9
In Australia, there has been an increasing
investment in perinatal mental health
screening. From 2001 to 2005, the National
Perinatal Depression Program10 worked with
43 antenatal hospitals or area health services,
trained 160 groups and organisations,
screened 40,000 pregnant women and
reached 200,000 women via publicity,
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Objectives: To report rates of perinatal mental health screening from 2000 to 2017 and
investigate factors associated with not being screened both antenatally and postnatally more
recently (2013–2017).
Methods: A longitudinal community-based study of self-reported perinatal mental health
screening with a national sample of 7,566 mothers from the Australian Longitudinal Study
on Women’s Health reporting on 9,384 children. The main outcome measure was whether
mothers were asked about their emotional wellbeing by a health professional, including
completing a questionnaire.
Results: From 2000 to 2017, the percentage of women not screened decreased from 40.6%
to 1.7%. The percentage of women screened both antenatally and postnatally increased from
21.3% to 79.3%. From 2013 to 2017, women who were older (aOR, 0.65; 95%CI, 0.52–0.81) or
had reported emotional distress (aOR, 0.77; 95%CI, 0.60–0.99) were less likely to have been
screened both antenatally and postnatally.
Conclusions: Despite improvements, perinatal mental health screening is not yet universal.
One-in-five women are not screened both antenatally and postnatally, including women in
high-risk populations such as those who have reported emotional distress.
Implications for public health: Women are in regular contact with health professionals in the
perinatal period. This opportunity to detect women at risk of perinatal mental health issues is
too important to be missed.
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education or resources. The Perinatal
Mental Health National Action Plan was
released in 200811 and was followed by
the National Perinatal Depression Initiative
(NPDI) 2008–2013.12 The NPDI supported
a national approach to routine depression
screening, training for health professionals
and perinatal-specific funding. In 2011,
the first Australian national guidelines
for perinatal mental healthcare were
introduced, with companion documents

for health professionals released in 2012.
They recommended universal screening for
depression once or twice antenatally and
at least once in the early postnatal period.13
These recommendations were affirmed in
the clinical practice guidelines for antenatal
care released in 201214 and updated and
expanded in 201415 and 2017.16
Despite this investment, the lack of a national
approach to data collection makes it difficult
to determine whether perinatal mental
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health screening has changed over time.12
Three large Australian studies17-19 conducted
between 2007 and 2010 found that 37% to
67% of women reported being asked about
their mental health antenatally and 53% to
76% reported being asked about their mental
health postnatally. In 2015, administrative
data showed that 71% of women were
screened for depression antenatally using
the Edinburgh Postnatal Depression Scale
(EPDS), although this study only included
women in Queensland and was unable to
report on postnatal screening or screening
via other methods.20 These studies show
that many Australian women are not being
screened, particularly those in private rather
than public hospitals, who are older and
who live in areas with higher socioeconomic
status.17,18,20 Parity and education have not
been found to be predictors and there is
mixed evidence regarding marital status and
remoteness.17,18,20 However, no studies have
been able to track perinatal screening over
time in a national sample or to report on
whether it is occurring both antenatally and
postnatally, as recommended. The aims of the
current study were: 1) to understand longterm trends in perinatal screening from 2000
to 2017, and whether trends differ between
Australian states; and 2) to investigate factors
associated with not being screened according
to clinical practice guidelines (i.e. both
antenatally and postnatally) more recently
(2013 to 2017).

Method
Sample
Data came from two cohorts of women
participating in the Australian Longitudinal
Study on Women’s Health (ALSWH).21
Women in the cohort born from 1973 to
1978 were randomly sampled from the
Medicare database in 1996 when they were
aged 18 to 23. This nationally representative
sample has completed up to eight online or
postal surveys between 1996 and 2018, at
approximately three-yearly intervals. Women
in the cohort born from 1989 to 1995 were
primarily recruited via social media and online
in 2013 when they were aged 18 to 23.22 A
broadly representative national sample has
completed up to five annual surveys between
2013 and 2017.
Ethics approval for ALSWH was granted from
the University of Newcastle, the University
of Queensland, the Australian Government
Department of Human Services and the
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Australian Government Department of
Health. Participants provided informed
consent.

Measures
The outcome was whether mothers reported
being screened during the perinatal period,
and when this occurred. In surveys for the
1973–78 cohort (in 2009, 2012, 2015 and
2018) and a survey for the 1989–95 cohort
(2017), mothers were asked, “For your most
recent pregnancy, were you asked any
questions by a midwife, GP, child health nurse
or other professional about your emotional
wellbeing? (e.g. given a questionnaire to
complete)”. The response options were ‘never’,
‘during pregnancy’, ‘following birth’ and ‘both’.
Explanatory variables were taken from the
survey completed prior to the birth (note
that some variables were not available for
both cohorts). Maternal and demographic
variables included were: partnership status;
highest educational qualification; difficulty
managing on income; remoteness of
residence (calculated from postcodes using
Accessibility/Remoteness Index of Australia
classifications23); state of residence; emotional
distress (calculated as scoring 10 or above
on the 10-item version of the Center for
Epidemiological Studies Depression Scale24 or
25 or above on the K10 Kessler Psychological
Distress Scale25); and low social support
(calculated as having support none/a little/
some of the time on a 6-item version of the
MOS Social Support Index26). Health service
variables were: access to medical specialists if
needed; ease of seeing the GP of their choice;
and access to women’s health or family
planning services. Birth-related variables
were pregnancy complications (gestational
diabetes) or caesarean delivery.

Statistical analysis
Statistical analysis was done using SAS
(version 9.4). In each survey where the
screening question was answered, we
identified the woman’s youngest child at that
survey. We then excluded women who were
pregnant at the time of the survey (as they
would not have the opportunity to report
on postnatal screening for that pregnancy),
and children that were stillborn or died
within the first month (as this may have
substantially influenced postnatal care and
service access). Multiple births (<5%) were
included as we were examining screening
as a routine component of maternity care,
however, only one child from multiple births

was included. Some women in the 1973–78
cohort answered the screening question
for more than one child as the question
was asked in several surveys. To investigate
changes in screening over time (Aim 1),
screening rates for the 1973–78 cohort
were plotted by year from 2000 to 2017.
Differences in screening by demographic
characteristics and covariates were calculated
using cross-tabulations and chi-square tests.
State-based trends were plotted for the three
states with the largest number of participants
(as cell sizes were too small (<n=5) in other
states when broken down by year). To identify
variables associated with not being screened
both antenatally and postnatally (Aim 2), we
used the five most recent years of available
data (2013–2017) and combined the 1973–78
and 1989–93 cohorts in order to examine
differences between older and younger
mothers. Mothers without complete data
on the explanatory variables were excluded.
Variables associated with screening were
investigated using univariate multinomial
regressions, with generalised estimating
equations to account for nesting of children
within mothers. Interactions by cohort were
used to investigate potential cohort effects.
We included variables in the multivariable
logistic regression based on the criterion of
p<0.10 in univariate associations. Statistical
significance for the final model was set at
p<0.05.

Results
For Aim 1, 6,982 mothers from the 1973–78
cohort reported on screening relating to
8,800 children from 2000–2017. The majority
of women were partnered and lived in cities,
and half had a university education (Table 1).
Overall, 16.9% of women reported they did
not receive perinatal mental health screening,
36.7% reported they were screened only once
(13.4% antenatally and 23.3% postnatally),
and 46.4% reported being screened both
antenatally and postnatally. Women who
reported they were not screened tended
to have a lower level of education, more
financial stress, less social support and poorer
access to health services, and lived outside of
major cities (Table 1).
Figure 1 plots perinatal mental health
screening by year of the child’s birth. The
percentage of women reporting they were
not screened fell from 40.6% in 2000 to 1.7%
in 2017. The percentage of women reporting
they were screened both antenatally and
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postnatally increased from 21.3% in 2000
to 79.3% in 2017. Two points in the figure
represent important transitions in trends. The
first (marked as ‘a’) is where the percentage
of women reporting not being screened fell
below the percentage of women reporting
being screened once (either antenatally or
postnatally) or at both times (antenatally
and postnatally). In the overall sample, this
occurs in 2004 but there were state-based
differences. This point occurred in 2004 in
New South Wales, in 2006 in Victoria and
in 2007 in Queensland (Supplementary
Figures S1-S3). The second point (marked
as ‘b’) is where the percentage of women
reporting being screened both antenatally
and postnatally is highest and the percentage
reporting being screened once is in decline.
In the overall sample, this point occurred
in 2008 but again there were state-based
differences: in New South Wales this point
occurred in 2008, in Victoria in 2009 and in
Queensland in 2010.
For Aim 2, we looked at the most recent five
years (2013 to 2017) and combined data
from the two cohorts. In total, 1,056 mothers
from the 1973–78 cohort reported on
screening relating to 1,078 children and 584
mothers from the 1984–95 cohort reported
on screening relating to 584 children. The
majority of women in the combined cohort
were partnered, lived in cities and did not
report any difficulty managing on income,
and half had a university education (Table 2).
In terms of perinatal mental health screening,
7.6% reported they were not screened, 30.4%
reported being screened either antenatally
(14.3%) or postnatally (16.1%), and 62.0%
reported being screened both antenatally
and postnatally.
Interactions by cohort in the univariate
regressions were all statistically nonsignificant. Multivariable logistic regression
models (Table 2) revealed three factors
associated with receiving mental health
screening both antenatally and postnatally
(compared to once or never). Older mothers
(the 1973–78 cohort) and women who had
reported emotional distress in the survey
before birth were less likely to have been
screened both antenatally and postnatally.
There were also some state-based differences:
the percentage of women reporting being
screened both antenatally and postnatally
was comparable in New South Wales, Victoria,
Queensland and South Australia, and higher
in Western Australia, Tasmania, the Northern
Territory and the Australian Capital Territory

2020 vol. 44 no. 4

Table 1: Women born from 1973to 1978 in the Australian Longitudinal Study on Women’s Health:
demographic characteristics overall and by perinatal mental health screening for children from 2000 to 2017.
Overall
N (%)b
Total number of children
8,800 (100)
Before birth
Partner status
Partnered
7,499 (85.2)
No partner
1,299 (14.8)
Highest qualification
Up to Year 12
2,234 (25.4)
Trade/Diploma
2,132 (24.2)
University
4,434 (50.4)
Difficulty managing income
Easy
1,955 (22.2)
Not bad
3,517 (40.0)
Difficult sometimes
2,393 (27.2)
Difficult always/impossible
934 (10.6)
Remoteness of residence
City
5,035 (57.2)
Inner regional
2,172 (24.7)
Outer regional/remote
1,593 (18.1)
Emotional distress
No
6,653 (81.0)
Yes
1,562 (19.0)
Low social support
Ok support
7,452 (90.5)
Low support
782 (9.5)
Access to specialists
Don’t know
573 (7.0)
Excellent/very good
4,222 (51.2)
Good
2,095 (25.4)
Fair/poor
1,353 (16.4)
Access to GP of choice
Don’t know
156 (1.9)
Excellent/very good
2,382 (28.9)
Good
2,500 (30.3)
Fair/poor
3,206 (38.9)
Access to women’s health/family planning
Don’t know
3,009 (36.5)
Excellent/very good
2,388 (29.0)
Good
1,562 (18.9)
Fair/poor
1,284 (15.6)
Access to maternal and child health
Don’t know
815 (26.2)
Excellent/very good
1,466 (47.1)
Good
570 (18.3)
Fair/poor
263 (8.4)
Maternal age at child’s birth
20-24
84 (1.0)
25-29
1,301 (14.8)
30-34
4,224 (48.0)
35-39
2,922 (33.2)
40 +
269 (3.1)
Pregnancy complicationsc
No
8,278 (94.2)
Yes
510 (5.8)
Caesarean delivery
No
6,409 (72.9)
Yes
2,383 (27.1)

None
N (%)b

Timing of reported perinatal screeninga
Once
Both
N (%)b
N (%)b

p

1,485 (16.9)

3,231 (36.7)

4,084 (46.4)

1,248 (84.0)
237 (16.0)

2,751 (85.2)
479 (14.8)

3,500 (85.7)
583 (14.3)

0.292

500 (33.7)
379 (25.5)
606 (40.8)

788 (24.4)
795 (24.6)
1,648 (51.0)

946 (23.2)
958 (23.4)
2,180 (53.4)

<0.001

305 (20.6)
555 (37.4)
414 (27.9)
210 (14.1)

696 (21.5)
1,303 (40.3)
893 (27.6)
339 (10.5)

954 (23.4)
1,659 (40.6)
1,086 (26.6)
385 (9.4)

<0.001

754 (50.8)
403 (27.1)
328 (22.1)

1,914 (59.3)
790 (23.5)
557 (17.2)

2,367 (58.0)
1,009 (24.7)
708 (17.3)

<0.001

1,005 (77.0)
300 (23.0)

2,415 (79.9)
606 (20.1)

3,233 (83.1)
656 (16.9)

<0.001

1,148 (87.6)
163 (12.4)

2,716 (89.8)
309 (10.2)

3,588 (92.1)
310 (7.9)

<0.001

87 (6.6)
587 (44.7)
368 (28.0)
272 (20.7)

221 (7.3)
1,512 (49.9)
786 (25.9)
512 (16.9)

265 (6.8)
2,123 (54.5)
941 (24.1)
569 (14.6)

<0.001

28 (2.1)
356 (27.1)
398 (30.3)
533 (40.5)

59 (1.9)
815 (26.9)
934 (30.8)
1,224 (40.4)

69 (1.8)
1,211 (31.1)
1,168 (30.0)
1,449 (37.1)

0.004

529 (40.2)
293 (22.3)
235 (17.9)
258 (19.6)

1,144 (37.7)
764 (25.2)
613 (20.2)
510 (16.8)

1,336 (34.3)
1,331 (34.2)
714 (18.2)
516 (13.3)

<0.001

73 (25.9)
112 (39.7)
55 (19.5)
42 (14.9)

300 (29.1)
439 (42.6)
200 (19.4)
92 (8.9)

442 (24.5)
915 (50.8)
315 (17.5)
129 (7.2)

<0.001

38 (2.6)
418 (28.2)
703 (47.3)
299 (20.1)
27 (1.8)

32 (1.0)
479 (14.8)
1,628 (50.4)
1,004 (31.1)
88 (2.7)

14 (0.3)
404 (9.9)
1,893 (46.4)
1,619 (39.6)
154 (3.8)

<0.001

1,406 (94.7)
78 (5.3)

3,037 (94.1)
189 (5.9)

3,835 (94.0)
243 (6.0)

0.603

1,054 (71.1)
429 (28.9)

2,329 (72.2)
897 (27.8)

3,026 (74.1)
1,057 (25.9)

0.042

Notes:
a: Once: reported receiving perinatal mental health screening either during pregnancy or after birth. Both: reported receiving perinatal mental health
screening both during pregnancy and after birth.
b: N varies due to missing data on some variables.
c: Pregnancy complications were gestational diabetes or hypertension.
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(although the confidence intervals for some
effects were wide due to small cell sizes).

practices.28 These findings suggest the
importance of both national and state-based
initiatives to improve perinatal screening
rates.

79.3% in 2017). Overall, this represents
clear progress. However, in 2017, one-infive women were not being screened both
antenatally and postnatally as recommended
by clinical practice guidelines.

Discussion
This is the first Australian study to report
changes in perinatal mental health screening
over time in a large national sample. Our
findings suggest that perinatal mental health
screening has improved considerably but is
not yet in line with clinical practice guidelines.
Mothers who had reported emotional distress
in the survey before the birth were less likely
to have been screened both antenatally
and postnatally, as were older mothers.
Additionally, there were differences between
Australian states in screening rates.

Two transitions in the trends were
noteworthy. The first was when the
percentage of women reporting not
being screened fell below the percentages
reporting being screened once (either
antenatally or postnatally) or both
(antenatally and postnatally). The second was
when the percentage of women reporting
being screened at both times was highest
and ‘once’ was in decline. In the overall
sample, this second transition coincided
with the introduction of two national policy
initiatives (the Perinatal Mental Health
National Action Plan 200-201011 and the
NPDI12), which suggests these policies may
have brought about a change in clinical
practice. This is affirmed by recent research
that found the introduction of the NPDI
resulted in earlier detection and treatment of
women with a mild-to-moderate psychiatric
diagnosis.27 However, there were state-based
differences in the timing of both transitions,
which may reflect state-based differences
in the implementation of state-wide and
national policies or local differences in clinical

For Aim 1, between 2000 and 2017, 60%
of women reported being screened
antenatally and 70% reported being screened
postnatally. This percentage falls within the
ranges reported in cross-sectional Australian
studies: 37–71% screened during pregnancy
and 53–76% after birth.17-20 Looking at
trends over time, the percentage of women
reporting not being screened fell by 38.9%
(from 40.6% in 2000 to 1.7% in 2017). The
percentage of women reporting being
screened both antenatally and postnatally
increased by 58% (from 31.8% in 2000 to

For Aim 2, looking at the most recent five
years of data (2013–2017), three variables
were associated with not being screened
both antenatally and postnatally (compared
to being screened once or not at all). Women
who had reported emotional distress in the
survey before the birth were 23% less likely
to have been screened both antenatally
and postnatally than women who had
not reported emotional distress. This is
concerning, as previous mental health
issues are one of the strongest risk factors
for perinatal depression.1 We also found
that older mothers were 35% less likely than
younger mothers to be screened both during
pregnancy and after birth, which is similar
to findings of previous studies.18,20 Older
women may be more likely to receive care
in the private health system, and therefore
less likely to be screened.17 Finally, there were
state-based differences in screening, which
affirms the findings of a previous study using
a smaller sample of ALSWH participants.17
Overall, the findings of these studies suggest
that perinatal mental health screening is not
universal, as certain mothers are missing out.

100.0

100.0

90.0
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80.0
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Figure 1: Self-reported perinatal mental health screening for births by year between 2000 and 2017 (cohort born in 1973-78, N=8800 births) and perinatal mental health
policy initiatives.
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2010

2010
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2012
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2013
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2014

2014
2015

2015
2016
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2017

40.6
Never
38.1
Once

40.6
42.4

42.4
36.7

36.7
36.5

36.5
28.0

28.0
25.0

25.0
26.1

26.1
17.8

17.8
12.2

12.2
12.7

12.7
11.8

11.8
7.6

7.6
11.2

11.2
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6.6
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1.7
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1.7
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57.9
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62.2
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Note:
“a” highlights when the percentage of women reporting “never” being screened falls below the percentage reporting being screened “once” (i.e. during pregnancy or after birth) and “both” (i.e. during pregnancy and after birth); “b” highlights when
the percentage of women reporting being screened “both” is highest and the percentage reporting being screened “once” is in decline.
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Strengths and limitations
Our sample was large, national, longitudinal
and broadly representative of the population.
We used maternally reported mental health
screening, which enabled us to capture
a broader range of mental health issues
than just depression, along with a wider
range of assessment methods and health
professionals. The main limitation was that
we did not have data on whether mothers
received maternity care in the public or
private healthcare systems, and previous
studies have shown that mental health
screening rates are lower in private care.17,20
Additionally, our screening measure was
retrospectively self-reported, which can
introduce recall bias.17 However, screening
rates in our study were comparable to those
in other Australian studies,17-19 including
one using administrative data.20 For future
research, the national collection of data
items relating to perinatal mental health and
psychosocial screening is a priority, as it will
allow information to be collected consistently
within the National Perinatal Data Collection,
both within and across jurisdictions, and
enable monitoring of progress over time.16

Implications for public health
For some women, screening for perinatal
mental health issues can be the first step in
a pathway of care.29 Standardised screening
increases the identification of women
experiencing clinically relevant anxiety
and depression30,31 and women who are
asked about their mental health are more
likely to be referred for further support32,33
and to take up treatment.33 Universal
screening, as currently recommended, is
acceptable to the majority of women when
sensitively integrated into routine care, and
is rated as feasible by the majority of health
professionals.11 However, there is some
debate about the benefits of perinatal mental
health screening.29,33,34 Not all women who
screen positive will attend a subsequent
mental health assessment35,36 or engage in
treatment,36,37 and treatment for depression
does not work for everyone.38 Additional
concerns about universal screening include
lack of time and resources, potential overdiagnosis and lack of appropriate and
accessible support services available for
women who screen positive.1 Some of these
concerns may be overcome by conducting
screening in a way that has therapeutic
benefit;28,39 by implementing integrated
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Table 2: Women born from 1973 to 1978 and 1989 to 1995 in the Australian Longitudinal Study on Women’s
Health (N=1,662): demographic characteristics overall, and univariate associations and multivariable logistic
regression with perinatal mental health screening for children born from 2013 to 2017.
Descriptive
statistics
N (%)
Before the child’s birth
No partner
Partnered
No partner
Highest qualification
Up to Year 12
Trade/Diploma
University
Difficulty managing income
Easy
Not bad
Difficult sometimes
Difficult always/impossible
Remoteness of residence
City
Inner regional
Outer regional/remote
State
New South Wales
Victoria
Queensland
South Australia
Western Australia
Tasmania
Northern Territory
Australian Capital Territory
Overseas
Emotional distress
No
Yes
Cohort
Born 1973-78
Born 1989-95
Pregnancy complicationsa
No
Yes
Caesarean delivery
No
Yes

Univariate
Both (ref: Never/once)
OR (95%CI)
p

Multivariable
Both (ref: Never/once)
OR (95%CI)
p

1,313 (79.0)
349 (21.0)

1 (Reference)
0.99 (0.78, 1.26)

0.935

–
–

–

295 (17.7)
498 (30.0)
869 (52.3)

1.12 (0.85, 1.47)
1.14 (0.91, 1.44)
1 (Reference)

0.465

–
–
–

–

317 (19.1)
629 (37.8)
488 (29.4)
228 (13.7)

0.93 (0.70, 1.23)
1 (Reference)
0.84 (0.66, 1.08)
0.78 (0.57, 1.06)

0.348

–
–
–
–

–

1,043 (62.8)
351 (21.1)
268 (16.1)

1 (Reference)
1.09 (0.84, 1.40)
0.94 (0.72, 1.24)

0.679

–
–
–

–

410 (24.7)
422 (25.4)
330 (19.9)
125 (7.5)
177 (10.7)
60 (3.6)
18 (1.1)
48 (2.9)
72 (4.3)

1 (Reference)
1.00 (0.76, 1.33)
0.97 (0.72, 1.31)
0.96 (0.63, 1.44)
1.68 (1.14, 2.48)
1.76 (0.96, 3.23)
1.28 (0.47, 3.49)
1.51 (0.78, 2.91)
0.62 (0.37, 1.04)

0.013

1 (Reference)
1.04 (0.79, 1.38)
0.94 (0.70, 1.27)
0.93 (0.61, 1.41)
1.66 (1.13, 2.45)
1.79 (0.97, 3.32)
1.35 (0.48, 3.75)
1.59 (0.83, 3.02)
0.73 (0.43, 1.23)

0.024

1,329 (80.0)
333 (20.0)

1 (Reference)
0.81 (0.63, 1.04)

1 (Reference)
0.77 (.060, 0.99)

0.047

1,078 (64.9)
584 (35.1)

0.66 (0.54, 0.82)
1 (Reference)

<0.001

0.65 (0.52, 0.81)
1 (Reference)

<0.001

1,528 (91.9)
134 (8.06)

1 (Reference)
-0.00 (0.40, 0.60)

0.373

–
–

1,177 (70.82)
485 (29.2)

1 (Reference)
-0.00 (-0.00, 0.00)

0.112

–
–

0.098

Note:
a: Pregnancy complications were gestational diabetes or hypertension.

enhanced care and stepped care models1,34,40
and providing educational interventions and
support for health professionals regarding
screening;28,41 and by wider access to effective
low-intensity or self-guided treatments. While
further research is required on the balance of
risks and benefits, and to understand how to
best overcome the barriers and challenges,
screening for mental health issues in the
perinatal period is well justified42 and efforts

need to be made to align current practices
with clinical guidelines.

Conclusions
Overall, our findings suggest perinatal mental
health screening has improved considerably.
However, screening is not yet universal and
21% of women are not being screened in
accordance with clinical practice guidelines.
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Women have frequent contact with a wide
range of healthcare practitioners during
the perinatal period.7,29 This opportunity to
identify women at risk of mental health issues
is too important to be missed.

References
1.

2.
3.

4.

5.

6.
7.
8.
9.

10.

11.
12.

13.

14.

15.
16.

17.

18.

Austin M-P, Kingston D. Psychosocial Assessment and
Depression Screening in the Perinatal Period: Benefits,
Challenges and Implementation. In: Sutter-Dallay AL,
Glangeaud-Freudenthal NC, Guedeney, Riecher-Rössler
A, editors. Joint Care of Parents and Infants in Perinatal
Psychiatry. Cham (CHE): Springer; 2016. p. 167-95.
Stein A, Pearson RM, Goodman SH, Rapa E, Rahman A,
McCallum M, et al. Effects of perinatal mental disorders
on the fetus and child. Lancet. 2014;384(9956):1800-19.
Rodriguez-Caro H, Williams S. Strategies to reduce noncommunicable diseases in the offspring: Negative and
positive in utero programming. J Dev Orig Health Dis.
2018(9):642-52.
Underwood L, Waldie K, D’Souza S, Peterson E, Morton
S. A review of longitudinal studies on antenatal and
postnatal depression. Arch Womens Ment Health.
2016;19(5):711-20.
Moss KM, Loxton D, Dobson AJ, Slaughter V, Mishra
GD. Testing competing mediators of the association
between pre-conception maternal depression and
child health-related quality of life: The MatCH Study.
Arch Womens Ment Health. 2020;23(1):53-62.
Goodman SH. Depression in mothers. Annu Rev Clin
Psychol. 2007;3:107-35.
O’Hara MW, McCabe JE. Postpartum depression:
Current status and future directions. Annu Rev Clin
Psychol. 2013;9:379-407.
Deloitte Access Economics. The Cost of Perinatal
Depression in Australia: Final Report. Melbourne (AUST):
Post and Antenatal Depression Association; 2012.
PricewaterhouseCoopers Australia. Valuing Perinatal
Mental Health: The Consequences of Not Treating
Perinatal Depression and Anxiety. Melbourne (AUST)
Centre of Perinatal Excellence; 2014.
Buist A, Bilszta JL. The beyondblue National Postnatal
Depression Program: Prevention and Early Intervention
2001-2005 (Vol I National Screening Program).
Melbourne (AUST): beyondblue; 2001-2005.
beyondblue. Perinatal Mental Health National Action
Plan 2008-2010 Full Report. Melbourne (AUST):
beyondblue; 2008.
Highet N, Purtell C. The National Perinatal Depression
Initiative: A Synopsis of Progress to Date and
Recommendations for Beyond 2013. Melbourne (AUST):
beyondblue, 2012.
beyondblue. Clinical Practice Guidelines for Depression
and Related Disorders – Anxiety, Bipolar Disorder and
Puerperal Psychosis–in the Perinatal Period. A Guideliens
for Primary Health Care Professionals. Melbourne (AUST):
beyondblue; 2011.
Australian Health Ministers’ Advisory Council. Clinical
Practice Guidelines: Antental Care - Module 1. Canberra
(AUST): Australian Department of Health and Ageing;
2012.
Australian Health Ministers’ Advisory Council. Clinical
Practice Guidelines: Antental Care - Module II. Canberra
(AUST): Australian Department of Health; 2014.
Austin M-P, Highet N, The Expert Working Group.
Mental Health Care in the Perinatal Period: Australian
Clinical Practice Guideline. Melbourne (AUST): Centre
of Perinatal Excellence; 2017.
Reilly N, Harris S, Loxton D, Chojenta C, Forder P,
Milgrom J, et al. Disparities in reported psychosocial
assessment across public and private maternity
settings: A national survey of women in Australia. BMC
Public Health. 2013;13(1):632.
Yelland J, Brown SJ. Asking women about mental
health and social adversity in pregnancy: Results
of an Australian population‐based survey. Birth.
2014;41(1):79-87.

306

19. Australian Institute of Health and Welfare. Experience
of Perinatal Depression: Data from the 2010 Australian
National Infant Feeding Survey. Canberra (AUST): AIHW;
2012.
20. San Martin Porter MA, Betts K, Kisely S, Pecoraro G, Alati
R. Screening for perinatal depression and predictors of
underscreening: Findings of the Born in Queensland
Study. Med J Aust. 2019;210(1):32-7.
21. Lee C, Dobson AJ, Brown WJ, Bryson L, Byles J,
Warner-Smith P, et al. Cohort Profile: The Australian
Longitudinal Study on Women’s Health. Int J Epidemiol.
2005;34(5):987-91.
22. Mishra G, Hockey R, Powers J, Loxton D, Tooth L,
Rowlands I, et al. Recruitment via the internet and social
networking sites: The 1989-95 cohort of the Australian
Longitudinal Study on Women’s Health. J Med Internet
Res. 2014;16(12):e279.
23. Glover J, Tennant S. Remote Areas Statistical Geography
in Australia: Notes on the Accessibility/Remoteness Index
for Australia (ARIA + version). Adelaide (AUST): Public
Health Information Development Unit; 2003.
24. Andresen EM, Malmgren JA, Carter WB, Patrick
DL. Screening for depression in well older adults:
Evaluation of a short form of the CES-D. Am J Prev Med.
1994;10(2):77-84.
25. Australian Bureau of Statistics. Information Paper: Use
of the Kessler Psychological Distress Scale in ABS Health
Surveys, Australia, 2007-2008. Canberra (AUST): ABS;
2012.
26. Sherbourne CD, Stewart AL. The MOS social support
survey. Soc Sci Med. 1991;32(6):705-14.
27. Lee W-S, Mihalopoulos C, Chatterton M, Chambers
G, Highet N, Morgan V, et al. Policy impacts of the
Australian national perinatal depression initiative:
Psychiatric admission in the first postnatal year. Adm
Policy Ment Health. 2019;46(3):277-87.
28. Rollans M, Schmied V, Kemp L, Meade T. Negotiating
policy in practice: Child and family health nurses’
approach to the process of postnatal psychosocial
assessment. BMC Health Serv Res. 2013;13(1). doi.
org/10.1186/1472-6963-13-133.
29. Boyce PM, Judd F. Screening for perinatal depression:
is it enough? Med J Aust. 2019;210(1):19-20.
30. Spitzer RL, Williams JBW, Kroenke K, Hornyak R,
McMurray J. Validity and utility of the PRIME-MD Patient
Health Questionnaire in assessment of 3000 obstetricgynecologic patients: The PRIME-MD Patient Health
Questionnaire Obstetrics-Gynecology Study. Am J
Obstet Gynecol. 2000;183(3):759-69.
31. Coates A, Schaefer C, Alexander J. Detection of
postpartum depression and anxiety in a large health
plan. J Behav Health Serv Res. 2004;31(2):117-33.
32. Reilly N, Harris S, Loxton D, Chojenta C, Forder P,
Milgrom J, et al. Referral for management of emotional
health issues during the perinatal period: Does
mental health assessment make a difference? Birth.
2013;40(4):297-306.
33. Reilly N, Kingston D, Loxton D, Talcevska K, Austin M-P.
A narrative review of studies addressing the clinical
effectiveness of perinatal depression screening
programs. Women Birth. 2020;33(1):51-59.
34. Laios L, Rio I, Judd F. Improving maternal perinatal
mental health: Integrated care for all women versus
screening for depression. Australas Psychiatry.
2013;21(2):171-5.
35. Kim JJ, La Porte LM, Corcoran M, Magasi S, Batza J,
Silver RK. Barriers to mental health treatment among
obstetric patients at risk for depression. Am J Obstet
Gynecol. 2010;202(3):312.e1-e5.
36. Reay R, Matthey S, Ellwood D, Scott M. Long-term
outcomes of participants in a perinatal depression
early detection program. J Affect Disord. 2011;129(13):94-103.
37. Bowen A, Bowen R, Butt P, Rahman K, Muhajarine N.
Patterns of depression and treatment in pregnant and
postpartum women. Can J Psychiatry. 2012;57(3):161-7.
38. Hollon SD, Thase ME, Markowitz JC. Treatment and
prevention of depression. Psychol Sci Public Interest.
2002;3(2):39-77.

39. Khanlari S, Barnett Am B, Ogbo FA, Eastwood J.
Re-examination of perinatal mental health policy
frameworks for women signalling distress on the
Edinburgh Postnatal Depression Scale (EPDS)
completed during their antenatal booking-in
consultation: A call for population health intervention.
BMC Pregnancy Childbirth. 2019;19(1):221.
40. Avalos AL, Raine-Bennett ST, Chen SH, Adams SA,
Flanagan ST. Improved perinatal depression screening,
treatment, and outcomes with a universal obstetric
program. Obstet Gynecol. 2016;127(5):917-25.
41. Long M, Cramer R, Jenkins J, Bennington L, Paulson
J. A systematic review of interventions for healthcare
professionals to improve screening and referral for
perinatal mood and anxiety disorders. Arch Womens
Ment Health. 2019;22(1):25-36.
42. Chaudron LH, Wisner KL. Perinatal depression
screening: Let’s not throw the baby out with the bath
water. J Psychosom Res. 2014;76(6):489-91.

Supporting Information
Additional supporting information may be
found in the online version of this article:
Supplementary Figure 1: Self-reported
perinatal mental health screening for births
by year between 2000 and 2017 in New
South Wales (cohort born in 1973-78, N=2379
births).
Supplementary Figure 2: Self-reported
perinatal mental health screening for births
by year between 2000 and 2017 in Victoria
(cohort born in 1973-78, N=2260 births).
Supplementary Figure 3: Self-reported
perinatal mental health screening for
births by year between 2000 and 2017 in
Queensland (cohort born in 1973-78, N=1823
births).

Australian and New Zealand Journal of Public Health
© 2020 The Authors

2020 vol. 44 no. 4

